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H 000| Initial Comments H 000 ? [ 0 ‘ ‘{/\\
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This Statement of Deficiencies was generated as HO33- 5 é} 04 i HA fb} F oﬁ
a result of a State Licensure survey conducted in k
your facility on 04/09/09. 1.A complete first aid kit
) ' was provided in the faci-
This State Licensure survey was conducted by lity which consist of gauze
authority of NAC 449, Homes for Individual pads, adhesive bandages,
Eeyld:nttal Care, adopted by the State Board of cleansing wipes, Neosporihn
ealth on November 29, 1999. anti biotic ointment, antli-
The findi d lusi £ . tiaati itch cream, instant burn
e findings and conclusions of any investigation cooling patch, first aid
by the Health Division shall not be construed as -
L - A o tape, survival wrap, gloves,
prohibiting any criminal or civil investigations, instant cold patch, fingdr
actions or other claims for relief that may be lint. Fi E . d' kg
available to any party under applicable federal, SpLi ! 1rs atl:t ma; 1
state or local laws. pain relieverscotton balls
tweezers, scissors.

The census at the time of the survey was 1 .

resident. 2.The caregiver wastasked hy
the director to report any

One (1) resident file and 1 employee file were shortage of supplies esp¢-

reviewed. cially in the first aid kit,
Every 3 months the direcH

The following deficiencies were identified: tor will check the supplies
in the facility to enable

H 033; Safety&Sanitation-First Aid Kit H 033 that there will be enough

to use if needed. The di-

NAC 449.15525 Requirements for safety and rector will monitor for

sanitation of facility. (NRS 449.249) comgiance.

2. A home must contain:

(c) A first-aid Kit; 3.04/10/09
Attachment #1 - Receipt

This Regulation is not met as evidenced by: of First 2aid Kit

Based on observation and interview on 04/09/08,

the facility failed to have a complete first aid kit.

Findings include:

.l
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(X5

NAC 449.15527 Agreement between operator of
home and resident concerning rates;
maintenance of records of residents. (NRS

449 .249)

The operator of a home shall;

2. Maintain a separate, organized file for each
resident of the home and retain the file for 5
years after the resident permanently leaves the
home. Each file must include:

(c} A copy of the results of a general physical
examination of the resident conducted by his
physician; and

This Regulation is not met as evidenced by:
Based on record review on 04/09/09, the facility
failed to provide a current copy of a general
physical examination conducted by a physician
on 1 of 1 resident. (Resident #1).

Findings include:

Resident #1's file failed to contain a current

file will be reviewed to
determine if they are up-
dated and current. A list
of expiration dates will
be made to ensure that
befdre they expires, pro-
per documentation will be
made. Director will moni-
tor for compliance,

3.04/10/09

pAttachment #2 - Copies of

Resident #1 Physical Exam

X4) ID ID
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H 033| Continued From page 1 H 033
Cbservation: HO44-
gg:df-l;si; ?:1 Il<t|t shown to the surveyor had a few 1 .Resident #1 physical exam
. was made on 04/10/09 by
Interview: Dr. at
Las Vegaf,
Employee #1 stated that she would place a Nevada with tel no.
complete first aid kit in the facility.
H 044 Records of Residents-Copy of physical Hos4 -Every 6 months residents
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H 044 | Continued From page 2 Ho044
physical examination conducted by a physician.
Employee #1 stated that Resident #1 was going HOS55-
to have a physical examination on 04/10/089. 1.Resident #1 TB skin test

H 055| Tuberculosis-Residents H 055 xg: g;;gnngg a g:,{, ;0(/)2 2 Oi?d
NAC 441A.380 Admission of persons to certain 13 / 0 ? ~by
medical facilities, facilities for the dependent or
homes for individual residential care: Testing; .
respiratory isolation; medical treatment; 2.Every year, residents must
counseling and preventive treatment; be tested for one step map-
documentation. (NRS 441A.120) toux skin test at least ope
1. Except as otherwise provided in this section, week prior to his annual
before admitting a person to a medical facility for TB skin test. All files
extended care, skilled nursing or intermediate will be reviewed every 6
care, the staff of the facility shall ensure that a months to ensure that all
chest radiograph of the person has been taken requirements are being met.
within 30 days preceding admission to the Director will monitor for
facility. compliance.
2. Except as otherwise provided in this section,
the staff of a facility for the dependent, a home 3.04/13/09
for individual residential care or a medical facility
for extended care, skilled nursing or intermediate
care shall: Attachment #3 -~ Copy of
{a) Before admitting a person to the facility or Resident #1 TB Skin Test
home, determine if the perscn:
(1) Has had a cough for more than 3 weeks;
(2) Has a cough which is productive;
(3) Has blood in his sputum;
(4) Has a fever which is not associated with a
cold, flu or other apparent illness;
(5) Is experiencing night sweats;
{6) |Is experiencing unexplained weight loss; or
(7) Has been in close contact with a person who
has active tuberculosis.
(b) Within 24 hours after a person, including a
person with a history of bacillus Calmette-Guerin
(BCG) vaccination, is admitted to the facility or
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home, ensure that the person has a tuberculosis
screening test, unless there is not a person
qualified to administer the test in the facility or
home when the patient is admitted. If there is not
a person gualified to administer the test in the
facility or home when the person is admitted, the
staff of the facility or home shall ensure that the
test is performed within 24 hours after a qualified
person arrives at the facility or home or within 5
days after the patient is admitted, whichever is
sooner.

{c) If the person has only completed the first step
of a two-step Mantoux tuberculin skin test within
the 12 months preceding admission, ensure that
the person has a second two-step Mantoux
tuberculin skin test or other single-step
tuberculosis screening test. After a person has
had an initial tuberculosis screening test, the
facility or home shall ensure that the person has
a single tuberculosis screening test annually
thereafter, unless the medical director or his
designee or ancther licensed physician
determines that the risk of exposure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of
exposure and corresponding frequency of
examination must be determined by following the
guidelines as adopted by reference in paragraph
{h) of subsection 1 of NAC 441A.200.

3. A person with a documented history of a
positive tuberculosis screening test is exempt
from skin testing and routine annual chest
radiographs, but the staff of the facility or home
shall ensure that the person is evaluated at least
annually for the presence or absence of
symptoms of tuberculosis.

4. If the staff of the facility or home determines
that a person has had a cough for more than 3
weeks and that he has one or more of the other
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
H 055 | Continued From page 3 H 055

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
STATE FORM

6899

012811

If continuation sheet 4 of 6




PRINTED: 04/21/2009

Bureau of Health Care Quality & Compliance

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

FORM APPROVED
{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
. COMPLETED
IDENTIFICATION NUMBER: A BULDING
B. WING
NVS2820HIC 04/09/2009

NAME OF PROVIDER OR SUPPLIER

ST FRANCIS GROUP HOME CARE 6

STREET ADDRESS, CITY, STATE, ZIP CODE

6121 PEACH ORCHARD RD
LAS VEGAS, NV 89142

symptoms described in paragraph (a) of
subsection 2, the person may be admitted to the
facility or home if the staff keeps the person in
respiratory isolation in accordance with the
guidelines of the Centers for Disease Control and
Prevention as adopied by reference in paragraph
(h) of subsection 1 of NAC 441A.200 until a
health care provider determines whether the
person has active tuberculosis. If the staff is not
able to keep the person in respiratory isolation,
the staff shall not admit the person until a health
care provider determines that the person does
not have active tuberculosis.

5. If a test or evaluation indicates that a person
has suspected or active tuberculosis, the staff of
the facility or home shall not admit the person to
the facility or home or, if he has already been
admitted, shall not allow the person to remain in
the facility or home, unless the facility or home
keeps the person in respiratory isolation. The
person must be kept in respiratory isolation until
a health care provider determines that the
person does not have active tuberculosis or
certifies that, although the person has active
tuberculosis, he is no longer infectious. A health
care provider shall not certify that a person with
active tuberculosis is not infectious unless the
health care provider has obtained not less than
three consecutive negative sputum AFIB smears
which were collected on separate days.

6. If a test indicates that a person who has been
or will be admitted to a facility or home has
active tuberculosis, the staff of the facility or
home shall ensure that the person is treated for
the disease in accordance with the
recommendations of the Centers for Disease
Control and Prevention for the counseling of, and
effective treatment for, a person having active
tuberculosis. The recommendations are set forth
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in the guidelines of the Centers for Disease
Control and Prevention as adopted by reference
in paragraph (g) of subsection 1 of NAC
441A.200.

7. The staff of the facility or home shall ensure
that counseling and preventive treatment are
offered to each person with a positive
tuberculosis screening test in accordance with
the guidelines of the Centers for Disease Control
and Prevention as adopted by reference in
paragraph (h) of subsection 1 of NAC 441A.200.
8. The staff of the facility or home shall ensure
that any action carried out pursuant to this
section and the results thereof are documented
in the person' s medical record.

(Added to NAC by Bd. of Health, eff. 1-24-92; A
3-28-96; R084-08, 7-14-2006)

This Regulation is not met as evidenced by:
Based on record review on 04/09/09, the facility
failed to ensure that 1 of 1 resident complied with
NAC 441A.380 regarding tuberculosis testing
(Resident #1).

Findings include:
Record review:
The file of Resident #1 failed to have

documentation of a recent annual TB screening
test.
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